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Ulcer perforation is a rare cause of peritonitis in children. The cases reported in the literature are caused
by peptic ulcer. We report on a case of peritonitis caused by jejunal ulcer perforation, discovered in a
girl's abdomen during an acute surgical procedure. The treatment consisted of a resection of the
perforation followed by an end-to-end anastomosis. Postoperative period was uneventful.
© 2016 The Authors. Published by Elsevier Inc. This is an open access article under the CC BY-NC-ND
license (http://creativecommons.org/licenses/by-nc-nd/4.0/).Ulcer perforation is a rare cause of peritonitis in young children;
it affects older children most of the time [1e3]. Most cases in the
literature report a perforation located on the gastroduodenal side
[4e6]. A 10-year-old girl presented with jejunal ulcer in her
abdomen; this motivated us to report on this case.1. Clinical observation
A 10-year-old girl presented to the emergency department of the
Regional Hospital Center of Saint Louis (Senegal) with intermittent
vomiting, bowel obstruction, and abdominal pain that lasted for 3
dayswithout fever. Apparently, 2 days ago she fell from a height of 1
meter and landed on her stomach. She was given ibuprofen and
paracetamol; she did not have any pathologic history.
Clinical examination upon admission found the patient in much
pain, with normal conjunctiva mucosa, hypothermia, and some
signs of dehydration. The abdomen was distended and tympanic;
the umbilicus was sensitive to touch. Blood tests and all biological
examination results were normal. X-ray of the abdomen revealed aFig. 1. Jejunal perforation with ﬁbrin membranous (pliers)..
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Fig. 2. Pictures showing localization of the jejunal ulcer. Ganulated tissue replaces the ulcerated epithelium and mucosa.
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occlusive peritonitis was made with a decision to operate.
After a preoperative resuscitation, the patient was placed in
dorsal decubitus position. She received general anesthesia with
endotracheal intubation. Supra-umbilical transversal laparotomy
was used in the surgery. The abdominal cavity showed (1) 400 mL
of pus and (2) a rounded perforation of approximately 0.5 cm in
diameter with net banks, located on the jejunum at about 20 cm
near the angle of Treitz (Fig. 1).
The remainder of the exploration was normal. We aspirated the
pus and excised the perforated section (6 cm) from the small in-
testine. This was followed by an end-to-end anastomosis. The
abdominal cavity was washed with saline solution and drained
using a Delbet wick before closing the laparotomy incision.
In the postoperative period, the patient was admitted to re-
covery for 48 h with (1) perfusions (glucose solution [10% 500 mL]
with 2 g of sodium, 1 g of potassium, and lactated Ringer's solution
[500 mL] distributed in 24 h during 2 days); (2) antalgics (para-
cetamol 500 mL 4 per day, gentamycin 20 mg per day, and
metronidazole 250 mg 3 per day); and (3) oxygen. The patient
was placed in a half-seated positon during recovery.
Postoperative period was uneventful. Nasogastric tube and
urine catheter were removed on the second postoperative day.
Biological analysis on the same day showed normal electrolyte
levels with negative results of the Widal reaction test, and micro-
cytic and hypochromic anemia (9 g/dL). Analysis of the pus
removed intraoperatively was positive for Escherichia coli. Oral
feeding began on the third postoperative day; drainage was
removed on the ﬁfth postoperative day. The patient was discharged
from the hospital on the eighth postoperative day.
The histologic analysis on the jejunal section showed a
nonspeciﬁc ulcerative and perforated acute inﬂammation with
signs for acute peritonitis (Fig. 2).
2. Discussion
Peritonitis by ulcer perforation is very rare in pediatric patients
and is usually caused by gastric and duodenal wounds [4,7]. The
ﬁrst jejunal ulcer perforation was reported by Braun in 1889 [8].
Since then, few cases have been reported. Jejunal ulcer localization
with complication of peritonitis is very rare in children [9].
Perforation remains the main method of identiﬁcation for ulcer
disease in pediatric patients [10].
In cases of hollow-organ perforation, there are fewer infectious
events than those found in peritonitis. As for our patients, anti-
inﬂammatory medication is prescribed most of the time [10,11].
Abdominal X-ray remains the ﬁrst morphologic examination incases of surgical acute abdomen suspicion. It shows signs of
pneumoperitoneum with intestinal obstruction [12]. Once the
diagnosis of hollow-organ perforation is conﬁrmed, the treatment
of perioperative resuscitation followed by surgery is suggested [4].
The aim is to conﬁrm the etiology of the surgical emergency before
proceeding to surgery. The typical surgical approach is laparoscopy
[13]. In the absence of laparoscopic surgery for this case, we used
the supra-umbilical transversal laparotomy approach. The treat-
ment consisted of resecting and excising the perforation, followed
by an end-to-end anastomosis. This method, selected for this pa-
tient (making a large resection less common for peptic ulcers), is
justiﬁed by the large site of the perforation and the impossibility of
histologic intraoperative diagnosis. The debridement of the perfo-
ration edges, followed by surgery remains the technique used most
of the time, although other surgical approaches are described
elsewhere [4,14].
In the postoperative period, it is advisable to include a clinical
and biological check-up to the etiology research test. Etiology
research by using the Widal test eliminates a typhoid perforation.
The diagnosis of ulcer perforation etiologywas retained following
histologic examination of the resected piece. Jejunal perforation
caused by a traumawas the initial diagnosis. The jejunal perforation
caused by a trauma was estimated according to the velocity of the
trauma, absence of abdominal manifestations before taking anti-
inﬂammatory medication, and histopathologic study. For our pa-
tient, the result was positive. After a postoperative period of 1 year,
the patient did not report any abdominal complication.
3. Conclusion
Jejunal ulcer perforation is not common in pediatrics. The
diagnosis of peritonitis by hollow-organ perforation is easy, but
jejunal etiology can only be conﬁrmed intraoperatively.
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